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STATE OF CONNECTICUT 
DEPARTMENT OF CONSUMER PROTECTION 
DRUG CONTROL DIVISION 
COMMISSION OF PHARMA C Y 
Telephone: (860) 713-6070 
Web Site: www.ct.gov/dcp 

 

APPLICATION FOR REGISTRATION AS A 
PHARMACY TECHNICIAN  
 
All spaces must be completed - please print or type.   This application must be accompanied by a check or money 
order in the amount of $50.00 , made payable to: “Treasurer, State of Connecticut".  Application fees are non-
refundable.   Annual Expiration March 31st, non-transferable or prorated. 
 

è Return your completed application and fee to: 
 

Department  of Consumer Protection,  License Services Division, 165 Capitol Avenue, Hartford, CT 06106 
 
Name of  Applicant (First Name, Middle Initial, Last Name) 
 

Applicant’s Street Address City or Town State Zip Code 

Telephone Number (w/ area code) Date of Birth Social Security Number Email Address 

 

Has the applicant ever been convicted of a felony crime?      Yes      No       If yes, please attach a statement providing the date(s) of 
conviction(s), the court(s) where the cases were decided and a description of the circumstances relating to each conviction(s). 

Name of Licensed Pharmacy/Institution where Employed 

Pharmacy/Institution Street Address  City or Town State Zip Code 

 

The Commission of Pharmacy must be informed of any changes in name or home address within five (5) days of such change 
 

 
 

T o  b e  c o m p l e t e d  b y  P h a r m a c i s t  M a n a g e r  o f  L i c e n s e d  o r  I n s t i t u t i o n a l  P h a r m a c y  
 

This is to certify that  _______________________________________________________  has completed  training as a 

pharmacy technician in accordance with Connecticut General Statutes Section 20-598a. 

___________________________________ 
Pharmacist Manager License Number 

 
Certified By:  ______________________________________________   ____________________________________________ 

  Print Name of Pharmacist Manager    Signature of Pharmacist Manager 
 
 
I  s o l e m n l y  s w e a r  t h a t  t h e  i n f o r m a t i o n  c o n t a i n e d  h e r e i n  i s  t r u e  a n d  c o r r e c t  t o  t h e  b e s t  o f  m y  

k n o w l e d g e ,  a n d  I  a m  a w a r e  t h a t  m y  p h a r m a c y  t e c h n i c i a n  r e g i s t r a t i o n  m a y  b e  s u s p e n d e d  o r  

r e v o k e d  i f  I  v i o l a t e  a n y  p h a r m a c y  l a w s ,  r u l e s  o r  r e g u l a t i o n s ,  o r  a n y  p r o v i s i o n  o f  t h e  

C o n n e c t i c u t  C o m m i s s i o n  o f  P h a r m a c y  C o d e  o f  E t h i c s ,  a n d  h e r e b y  a f f i x  m y  s i g n a t u r e  a s  

a c k n o w l e d gm e n t  a n d  a g r e e m e n t  o f  s u c h  t e r m s  

_______________________________________________________________   __________________________ 

Signature of  Pharmacy Technician       Date 
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